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 Child Communication Case History Form 

 
Date:____________________ 
 
Child’s Name:_________________________________  Date of Birth: _______________       Male       Female 

Home Address: __________________________________________________________________________________ 

Home/Cell Phone Numbers: ______________________________________________________________________  

Form completed by: ____________________________________ Relationship to child: ___________________ 

Family Information: 

Parent/Guardian: ______________________________________ Age: ______ Occupation: _________________ 

Address: _______________________________________________Alt Phone # (w) ____________ (c) ___________ 

Parent/Guardian: ______________________________________ Age: ______ Occupation: _________________ 

Address: _______________________________________________Alt Phone # (w) ____________ (c) ___________ 

Referral Information: 

Referred by: ____________________________________________ Phone: _________________________________ 

Address: _________________________________________________________________________________________ 

Pediatrician/Primary Doctor: ____________________________ Phone: _________________________________ 

Address: _________________________________________________________________________________________ 

Dentist: _________________________________________________________________________________________ 

Ear, Nose, Throat (ENT): _________________________________________________________________________ 

Statement of Concern: 

Describe the concerns you have about the child’s communication skills at this time:________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

What do you think may have caused the difficulties the child is experiencing? _____________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

When was the concern first noticed?  Please specify date and person(s): __________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Are there any skills the child had learned previously, but can no longer use? ______________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Has the child’s hearing been tested?      Yes       No  If yes, date:   __________________________________ 

If yes, where was the test completed? _____________________________________________________________ 

Results of hearing test:     Hearing within normal limits     Hearing loss      Further testing indicated 

Middle ear function:      Eardrum movement within normal limits        Eardrum movement limited 
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Family Background: 

Name(s) of Others Living with Child Relationship to Child Age Gender 

    

    

    

    

    

 

Is there a language other than English spoken in the home?  If so, please list along with 

approximate percentage of the time each language is spoken: 

__________________________________________________________________________________________________ 

 

Does the child understand/speak those language(s)? _____________________________________________ 

 

 

Medical History: 

Has the child had any of the following?  

             Age  Severity/Frequency 

Middle Ear Infections   

P.E. Tubes in Ears   

Frequent Colds (>6 per year)   

Sinusitis   

Headaches   

Meningitis   

Asthma   

Allergies (please specify)   

Seizures   

High Fevers   

Tonsillitis   

Snoring   

Accidents/Surgeries/Hospitalizations   

Vision Issues   

Feeding Issues   

 

Results of Newborn Hearing Screening (Circle one) Pass   Fail 

 

Were there any unusual conditions or problems during the pregnancy or birth?     No        Yes 

If yes, please describe: ___________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Is the child currently taking any medications? If so, for what? _____________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Have any family members had any speech, language, hearing problems, or learning difficulties?  

Please describe: __________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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Has the child received any of the following services?      Early Intervention (e.g. First Steps)      PT 

    OT        Nursing       Speech-Language Therapy       Other 

 

Is there anything else we should know about the child’s medical/developmental history? ___________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

  

Speech and Language History: 

At what age did the child: 

Use first word?  ____________      Combine 2-3 words? __________   Combine 4-5 words? ____________ 

Does the child understand what you say to him/her?       Yes       No (If no, please explain) ________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Does the child:   

Follow one-step directions? _______   Point to/retrieve named objects? ________   

Answer questions with yes/no? _______  Answer wh-questions (who, what, where, etc)? _________ 

How does the child get what he/she wants? ______________________________________________________ 

__________________________________________________________________________________________________ 

Please give examples of typical sentences child uses: ______________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What percentage of the time do you understand the child’s speech? _____ Unfamiliar people? _____ 

Do you have any concerns about stuttering?      No         Yes (If yes, please describe) _______________ 

__________________________________________________________________________________________________ 

Does the child use alternative/augmentative communication?       No      Yes (Please describe) ______ 

__________________________________________________________________________________________________ 

Educational History: 

Does the child attend:   Daycare?   Preschool?     Primary school?  Secondary School?   Please circle. 

If applicable, does the child sit through circle time? Follow directions? Please describe. ____________ 

__________________________________________________________________________________________________ 

Has child’s teacher reported concerns to you?  Please describe. ____________________________________ 

__________________________________________________________________________________________________ 

Have you reported concerns to child’s teacher? Please describe. ___________________________________ 

__________________________________________________________________________________________________ 

How is the child doing academically/preacademically?  Please comment on reading and written 

language. ________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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If the child is school age, how would you describe his/her handwriting?  Neat?  Sloppy?  Average? 

Does the child like school?  _____________________________________________________________________ 

Does the child enjoy being read to? _____________________________________________________________ 

Does the child enjoy reading? ___________________________________________________________________ 

Does the child have an IEP? _____________________________________________________________________ 

Daily Behavior: 

How well does the child sleep? __________________________________________________________________ 

How well does the child eat? ____________________________________________________________________ 

Does the child prefer to play alone or with peers? ________________________________________________ 

Does the child have difficulty concentrating? ____________________________________________________ 

How would you describe the child emotionally? ___________________________________________________ 

What are the child’s favorite daily activities? ______________________________________________________ 

Does the child bite, pinch, or hurt him/herself? __________________________________________________ 

How does the child transition from one activity to the next? _______________________________________ 

How does the child’s development and communication compare to that of the other children in the 

family? __________________________________________________________________________________________ 

 

Do you have concerns with how well your child: 

 

   Is pronouncing words 

   Understands directions (written, if applicable, and spoken) 

   Combines words to form sentences 

   Carries on conversations 

(Check all that apply) 

 

Are there any other concerns you wish to discuss? ____________________________________________ 

__________________________________________________________________________________________________ 

 

 

 

 

 

Please be sure to bring copies of any relevant evaluations, treatment plans, IEPs, etc. 

 

 

 

 

 

 

 

Thank you for taking the time to complete this form! 
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